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Introduction 
Atherosclerotic aortoiliac oc lusion is a common prob- 
lem in vascular surgery traditionally treated by 
anatomic aortofemoral bypass, or by extra-anatomic 
axillofemoral bypass in those unfit for abdominal 
surgery. We report a case in which an extensive 
occlusion of the aorta and both common iliac arteries 
was successfully treated by combining a radiologically 
placed aortoiliac stent and a femorofemoral crossover 
graft in an unfit patient. 
Technique 
An 82-year-old female claudicant presented with 
acute bilateral ower limb ischaemia. On examination 
she had absent pulses in both limbs and grade III 
power in all muscle groups (MRC Grading), but no 
evidence of sensory loss. 
Transbrachial arteriography demonstrated aortic 
occlusion arising just below the origin of the inferior 
mesenteric artery (Fig. 1), extending to the bifurcation 
of the common iliac arteries bilaterally with a stenosis 
of the left external i iac artery and complete occlusion 
of the right external iliac arter34 below which there 
was good run off into the femoral vessels (Fig. 2). 
Because of severe angina and cardiac failure despite 
full medical therapy she was not considered suitable 
for aortobifemoral reconstruction. 
Using standard endovascular techniques, and under 
full intravenous sodium heparin anticoagulation, two 
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8mm × 100mm Angiomed® Nitinol stents (Bard Ltd) 
were placed in series from the aorta just below the 
renal arteries to the distal eft external i iac artery (Fig. 
3), and dilated to 8 mm with return of the femoral and 
dorsalis pedis pulses. There was no residual gradient 
after the procedure. Six days later she underwent a left 
to right femorofemoral crossover graft using a 6 mm 
Cooley Veri-Soft® woven polyester graft (Meadox 
Inc.) under regional anaesthesia with restoration of the 
right dorsalis pedis pulse and resolution of her 
ischaemia (Fig. 4). Anticoagulation was then coverted 
to full warfarin maintenance therapy; and, after a 
period of rehabilitation, she r turned home to inde- 
pendent activity. 
Fig. 1. Arteriogram showing aortic occlusion arising just below the 
o gin of the inferior mesenteric artery and severe disease proxi- 
mally in the infrarenal aorta. 
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Fig. 2. View of lower portion of the arteriogram (Fig. 1) demonstrat- 
ing occlusion extending through both common iliac arteries, with a 
stenosis of the left external i lac artery, occlusion of this vessel on the 
right, and patent femoral vessels bilaterally. 
Discussion 
The traditional treatment for aortoiliac occlusive dis- 
ease in patients unfit for a major procedure necessi- 
tates the placing of a long extra-anatomic prosthetic 
axillofemoral graft tunnelled subcutaneously along 
the anterior chest and abdominal walls. These grafts 
have only a moderate long term patency and may 
compromise the circulation to the upper limb. They 
have a higher infection rate than other grafts and 
erosion through the skin may also occur. 1
The results of intraluminal stents in the aortoiliac 
Fig. 3. Completion arteriogram after placement of the aortoiliac 
stent. 
Fig. 4. Arteriogram showing good run off into normal superficial 
femoral and profunda femoris arteries after femorofemoral crosso- 
ver graft. 
vessels are known to be excellent with low complica- 
tion rates, and cumulative patency comparable to 
those of anatomic surgical reconstruction, (80-90% at 5 
years).~4 This has led some to place bilateral aortoiliac 
stents with good short term results, s'6 however the 
long term patency rate is yet to be established. 
In patients with bilateral stents extending into the 
aorta it has been our experience that occasionally one 
stent may deform and subsequently occlude, partic- 
ularly in patients with narrow calibre aortas. There- 
fore, having achieved an excellent initial result follow- 
ing the stenting of one aortoiliac segment, we elected 
to follow this with a crossover graft to revascularise 
the other limb. Using this technique we were able to 
restore perfusion to both lower limbs in a patient with 
extensive disease and very poor cardiac function 
without complication. These procedures are easily 
performed under local or regional anaesthesia with 
the prospect of good long term patency rates. 
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